Baby boomers, aged around 60 years, and their children make two peaks in the demographic chart in Japan. The elderly population aged 65 and older comprised 17 % of the population in 2010 and will be rapidly increasing to 30 % by 2020, mainly because baby boomers will reach the age of 65 years old and the birth rate will be low [1] . An aging society increases the prevalence of chronic kidney diseases (CKD). The number of patients with CKD was estimated to be about 13 million (13 % of the adult population) in Japan [2] , and the incidence of end-stage kidney disease, which occurs at a mean age of 68 years, was more than 35,000 in the last 5 years [3] . The elderly population 70 years and older accounted for 58 % of the CKD population [2] . The prevalence of proteinuria increases in association with aging, and 6.3 and 8.7 % of the adult male population had proteinuria in their 70s and 80s, respectively [2] . In females, individuals with proteinuria comprised 3.6 and 6.7 %, respectively [2] . Increasing numbers of elderly patients with kidney disease compel the field of geriatric nephrology to develop. However, limited data are available regarding pathological demographics in elderly patients. The Japanese Society of Nephrology launched the Japan Renal Biopsy Registry (JRBR) in 2007 to elucidate the pathological manifestation of Japanese renal diseases [4] . The registered biopsy record included more than 15,000 patients in 2012 and provided a great database resource for research [4] .
On the basis of the JRBR, Yokoyama et al. [5] reported the largest renal biopsy registry for the elderly, defined as patients aged 65-79 years, and the very elderly, defined as 80 years and older. In the elderly patients, the indication for renal biopsy was a diagnosis of nephrotic syndrome, chronic glomerulonephritis or rapidly progressive glomerulonephritis. Chronic glomerular nephritis, mainly IgA nephropathy, was the leading cause of glomerular disease in the elderly, similar to the middle-aged patients. The indication for renal biopsy is similar to that for the younger generation. In contrast, more than 50 % of biopsies were performed for the diagnosis of nephrotic syndrome, followed by rapidly progressive glomerulonephritis in the very elderly. The most frequent histological type in primary glomerular diseases was membranous nephropathy, followed by minimal change nephrotic syndrome, focal segmental glomerulosclerosis and IgA nephropathy. The difference in pathological manifestation in the very elderly may be the result of the indication for renal biopsy. Renal biopsy seems to be more carefully applied in the very elderly mainly because nephrologists consider renal biopsy only for making decisions about therapeutic options such as limited use of high-dose glucocorticoids and immunosuppressants in this group.
It is interesting that the pathological manifestation of nephrotic syndrome in the very elderly may be different between Japanese and American patients. Membranous nephropathy is the leading cause of primary nephropathy in the very elderly in Japan, while minimal change nephrotic syndrome (MCNS) has the highest incidence followed by focal segmental glomerulosclerosis (FSGS) according to a report from the USA [6] . Another report showed membranous nephropathy to be the most common, followed by MCNS [7] . The prevalence of benign nephrosclerosis associated with secondary FSGS is also high in the USA.
The etiology of this pathological difference between the two countries needs to be elucidated. For example, the prevalence of the antibody against PLA2R might be different in patients with membranous nephropathy [8] . The prevalence of MPO-ANCA could be high in very elderly Japanese compared to British patients [9] .
Another important message from the study is caution against using the urinary proteinuria/Cr ratio (PCR) in the elderly. PCR is used as a substitution for measurement of 24-h urinary proteinuria because it is believed to be its equivalent. In the present study, the ratio of PCR over 24-h proteinuria increased according to aging: the PCR/24-h proteinuria ratios in the 70s, 80s and 90s were 1.46, 1.61 and 1.90, respectively, suggesting potential overestimation of PCR in the very elderly. The accuracy of the PCR is still unclear in very elderly patients. Many studies have shown a good correlation between random urinary PCR and 24-h protein excretion [10] [11] [12] , while others have found it inaccurate and to be of limited use particularly in cases of heavy proteinuria [13, 14] . Shortcomings of PCR are the presence of circadian rhythms and influence of diet. In addition, losing muscle mass, as often happens in elderly patients, also results in overestimation of PCR, leading to overdiagnosis of nephrotic syndrome. The ability of PCR to accurately predict 24-h protein excretion is modest for monitoring protein excretion. Thus, given the limitations of PCR in the elderly and very elderly, a 24-h urine collection should be considered before making clinical decisions (e.g., biopsy) based on the presence of proteinuria. However, it is also true that there is some difficulty with 24-h urine collection in very elderly patients. In addition, further studies are needed to evaluate PCR concerning gender difference and changing body composition in the very elderly.
The present study elucidates new aspects of geriatric nephrology, but diagnosing and treating the very elderly remain apparently incomplete fields for medical professionals. Geriatric nephrology is coming of age, and the JRBR is expected to provide clues to open the way to the new age of geriatric nephrology.
